Overview of the barber-based intervention protocol. Abbreviations: BP, blood pressure; Rx, prescription for BP medication. a BP at goal was defined as < 135/85 mmHg for non-diabetic patrons and < 130/80 mmHg for diabetic patrons.
An illustrative role model story (a large poster placed on the wall in front the barber chair). Each poster depicted an authentic story of the shop's other patrons modeling one-of-four specific health behaviors leading to BP control: (#1) having BP checked by the barber, (#2) visiting a doctor for untreated HTN, (#3) returning to the doctor to adjust BP medication, and (#4) taking the medication as prescribed. Each story explained, in the model's own words, a barrier to the desired behavior change, an influencing factor, and a positive outcome. This story is about visiting a doctor for untreated HTN (behavior #2). The barrier was lack of prioritization. The influencing factor was the social support provided by the barber who enabled physician referral as part of the intervention. The positive outcome was the hope of a longer life with his daughters.
In the eight intervention barbershops, a total of 84 role model stories were generated (~10/shop and ~20/theme). The stories were not shared between shops. Abbreviations: LDL, Low-density lipoprotein cholesterol; MI, myocardial infarction; CHD, coronary heart disease; CHF, congestive heart failure; HTN, hypertension a Note that some of the characteristic definitions differed between the CHD Policy Model and the BARBER-1 Study; when this is true, both are listed (the CHD Policy Model definition first).
The CHD Policy Model
The CHD Policy Model is a computer-simulation, state-transition (Markov cohort) model of CHD incidence, prevalence, mortality, and costs in the U.S. population over age 35 years. In the version of the Model used for this analysis, the U.S. black population age 35 to 85 years without a history of CHD was apportioned into 32,400 risk cells defined by six modifiable risk factors: systolic blood pressure (SBP) (<130, 130-139.9, ≥140 mmHg), low density lipoprotein (LDL) cholesterol (<100, 100-129.9, ≥130 mg/dL), smoking status (active smoker, non-smoker with exposure to environmental tobacco smoke, non-smoker without environmental exposure), diabetes mellitus (yes or no), and anti-hypertension medication use (yes or no) as well as by sex and ten-year age range. The population with prevalent CHD was apportioned into 1300 cells according to their age, sex, history of myocardial infarction (MI), arrest, angina, and/or revascularization. CHD incidence and non-CHD deaths in the U.S. population without prior CHD were determined by logistic risk functions based on Framingham longitudinal data . All population distributions, risk factor levels, coefficients, event rates, case fatality rates, costs, and quality of life adjustments can be modified for forecasting simulations.
For this simulation, we modeled a 2.5mmHg average reduction in SBP in 50% of all black hypertensive males (non-diabetics with SBP >135 or on anti-hypertensive medications; diabetics with SBP>130 or on anti-hypertensive medications) in a 1-year simulation beginning in 2011.
Implementation of the Barbershop Hypertension Intervention
First, we estimated that 50% of adult black men in Dallas County, TX patronage black-owned barbershop as follows. The 17 study sites in BARBER-1 had n=5,084 patrons. As these barbershops were selected to be representative of the 225 total barbershops in the county, the estimated number of total barbershop patrons is 67,288, which represents 50% of the county's total adult black male population of 134,471 (U.S. Census, 2006). We confirmed this estimate independently by determining that 288 of 609 (47%) of adult black male participants of the Dallas Heart Study 8-year follow-up answered "yes" to the question: "Do you have a regular barber?" (data not published).
Next, we estimated that there are ~18,000 black-owned barbershops in the U.S. as follows. If we assume that the number of barbershops is population-proportionate across the U.S., then: 225 Dallas County barbershops X 10,933,009 U.S. adult black men / 134,471 Dallas County adult black men = 18,293 U.S. barbershops.
Then, we modeled a 2.5mmHg average reduction in SBP in 50% of all U.S. black hypertensive males (non-diabetics with SBP >135 or on anti-hypertensive medications; diabetics with SBP>130 or on anti-hypertensive medications) in a 1-year simulation beginning in 2011.
Finally, because in reality program implementation would occur on a shop-by-shop basis, we expressed the simulation data in the RESULTS as the estimated cost saving per barbershop and per hypertensive patron. From a health policy perspective, this provides an estimate of how much could be spent on intervention implementation plus antihypertensive treatment for the program to be cost-neutral in the first year. 
